INTRODUCTION
S weet's syndrome (SS) is also known as acute febrile neutrophilic dermatosis first described by Robert Douglas Sweet in 1964. [1] SS is clinically characterized by fever, blood, and tissue neutrophilia, leading to the development of tender, erythematous inflammatory skin lesions (papules, nodules, plaques) and histopathologically by the presence of abundant mature neutrophils. [2] It presents in three clinical settings: "Classical" (para-infectious) SS, representing a hypersensitivity reaction preceding infection; malignancy-associated (para-neoplastic) SS (in children usually associated with acute myelogenous leukemia); and as adverse drug reaction, sometimes in connection with certain underlying diseases (drug induced SS). [3] Systemic corticosteroids are considered as the "gold standard" treatment for SS. However, in children, the syndrome is considered more resistant to corticosteroids than in adults and sometimes protracted treatment for up to 5 months is required to avoid recurrences. Topical or intralesional corticosteroids may be effective in patients with localized lesions either as monotherapy or adjuvant therapy. Oral therapy with potassium iodide results in rapid resolution of symptoms; therefore, in patients with SS, who have a potential systemic infection or in whom corticosteroids have been contra-indicated, it is reasonable to initiate these agents as a first line therapy. However, indomethacin, clofazimine, cyclosporine, and dapsone are considered as second-line modalities. [5, 6] CASE REPORTS Case 1 A 4-year-old girl presented with a history of sudden onset of skin lesions of 10 days duration. The lesions initially appeared over the face and progressed to involve the rest of the body. There was a history of upper respiratory tract infection 7 days prior to the onset of lesions. There was no history of drug intake prior to the onset of skin lesions and no history suggesting systemic involvement. There was a history of similar complaints 6 months back, for which she was treated with antibiotics and finally settled.
On general examination, child was febrile (102°F) with palpable left submandibular lymph nodes and bilateral conjunctivitis. On cutaneous examination over the face, limbs, and abdomen there were multiple, tender papules and plaques with central hyperpigmentation and elevated borders and a few resolved lesions showed hypopigmented patches with no atrophic scarring [ Figure 1a and b]. The lesions were typically "liquid to look, solid to touch." There was no mucous membrane involvement. Systemic examination was normal. Investigation revealed a microcytic hypochromic anemia with hemoglobin of 9.8 mg/dl, a total count of 26,000 cells/dl (no abnormal cells) and a differential count was neutrophilic predominant (80%) and bone marrow study was normal. Erythrocyte sedimentary rate was 40 mm/1 st h, and C-reactive protein was positive (40 mg/L). The histopathologic section revealed a dense infiltrate in the upper dermis, consisted mainly of neutrophils with no vasculitis.
The child was treated with oral prednisolone at a dose of 1 mg/kg body weight, saturated solution of oral potassium iodide, five drops, 3 times daily and a course of oral azithromycin. There was a good response to steroids with resolution of fever and skin lesions. At present, the child is on follow-up and no further episode since then.
Case 2
An 8-month-old male baby presented with a history of fever followed by skin lesions after 5 days. The lesions initially appeared over trunk, face and later involved the rest of the body. There was no history of drug intake prior to the onset of lesions and no history suggestive of systemic involvement. On general examination, child was febrile (102°F). On cutaneous examination, there were multiple, tender papules and plaques with elevated borders over the face, trunk, and limbs [ Figure 2 ]. There was no mucous membrane involvement. Systemic examination was normal. Investigations revealed microcytic hypochromic anemia, hemoglobin of 10.4 mg/dl, a total count of 30,000 cells/dl (no abnormal cells) and a differential count was neutrophilic predominant (90%) and bone marrow study was normal. Erythrocyte sedimentary rate was 35 mm/1 st h and C-reactive protein was positive (40 mg/L). The histopathologic section revealed a dense infiltrate in the upper dermis, consisted mainly of neutrophils with no vasculitis.
The child was treated with oral prednisolone at a dose of 1 mg/kg body weight, oral potassium iodide (100%), two drops, 3 times daily and a course of oral cefixime.
These clinical features and histopathology reports for both cases were consistent with SS-probably classical type. There was a good response to steroids and potassium iodide with resolution of fever and lesions which was in favor of SS. 
DISCUSSION
Sweet's syndrome, is a rare disease in the pediatric population and accounts for 8% of cases and generally gender nonspecific. [2] It occurs in 2 forms: Idiopathic and malignancy associated. There have been at least 10 reported cases of children with hematologic disorders in whom SS developed and three cases in whom the syndrome was associated with granulocyte colony-stimulating factor. Malignancies that are associated with SS are usually hemoproliferative disorders or solid tumors and account for only 20% of the cases. Relapses are noted most commonly in the malignancy-associated rather than the idiopathic variety (70% vs. 30%).
Other associated conditions include infections, inflammatory bowel disease, rheumatologic diseases, pregnancy, primary immunodeficiency, and drug-or vaccine-induced conditions. [7] In this case report, we specifically focus on SS that is rare in the pediatric population and with the presence of recurrent history which it is not malignancy associated.
As for eye symptoms which are present in 30-75% of the patients with SS, [8] our first case manifested with bilateral conjunctivitis. The predisposing factor being upper respiratory tract infection is more prevalent and consistent with the literature. The diagnosis is based on clinical and histopathologic findings which is in accordance with the data reported in the literature. We also noted rapid response with no history of recurrence after treating with corticosteroids and potassium iodide.
Hence, SS should be borne in mind when considering a constellation of prolonged fever, skin lesions, and raised inflammatory markers. SS also presents in the pediatric age group with the majority para-infectious in etiology. Though the diagnostic criteria are confirmatory, a skin biopsy is necessary. In the pediatric age group with recurrence, malignancy should be ruled out. SS has been shown to not only respond rapidly to steroids when combined with potassium iodide but also helps in the prevention of recurrence and the side effects of long-term use of corticosteroids as seen in our case. 
